INTRODUCTION
Considering that hip arthroplasty is an antiphysiological intervention, it is comprehensible that 9-15% (12, (16) (17) (18) (19) (20) 23 ) of primary total hip arthroplasty implants need surgical revision and prosthetic reimplantation.
It has also been shown that the percentage of reimplantation failure increases in relation to the number of successive reimplantations, and the time passed from the first implant (Tab. I).
Overall, the causes of reimplantation failure are the same as for those which provoke the first implant failure (Tab. II).
In relation to this and to clinical and radiographic phenomenology we have identified four levels of importance for primary implantation or reimplanta- 
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All the previously stated problems can concern either cotyle or femur, or both articular components.
Previous reimplantation problems, often having an equivalent importance, are those of explantation or rather problems involving the surgery of cicatricial tissue and, above all the cement ablation in cemented prosthesis, fibrohistocytic tissue in cemented and cementless prosthesis.
In this context, some eventual problems related to the removal of periprosthetic calcification also have to be associated (2) .
About reimplantation, however, the major problems concern osseous loss which can be classifiable either to a cotyloid or a femoral level (Tabs. III, IV).
Based on the previous statements, the strategies of cotyloid and femoral reimplantation can be planned. In the first case, the fundamental position will be represented by determining the neocotyle center around which the acetabular cavity is remodeled, filling all the eventual osseous defects with osseous grafts or synthetic materials (hydrossiapatite, bioglass, cement with osseous grafts). This will permit choosing the most appropriate acetabular prosthesis ( Fig. 1 ) in obtaining the best primary stability and durability.
The procedure for femoral reimplantation is similar to that of the cotyloid in choosing the most appropriate prosthesis, always oversized, if not modular or personalized. In our Clinic from January 1983 to December 1990, a total of 85 prosthetic reimplantations were performed, more specifically 75 first reimplantations, 5 second, 4 third and 1 fifth. In this context 68 cemented and 17 cementless prosthesis were performed, 39 being total implants, 10 acetabular reimplantations and 36 femoral.
MATERIALS AND METHODS
From the 39 total implants, 7 were cemented, 19 cementless and 13 mixed.
From the 10 acetabular reimplantations, 3 were cemented and 7 cementless. Of the 36 femoral reimplantations, 10 were cemented and 26 cementless.
A total of 43 osseous grafts were performed, 21 at an acetabular level, 17 at a femoral level and 5 54 at both levels (11, 13, 14, 21, 26) .
All the patients underwent a follow up at an average of 4, 5 years, and were evaluated by the Mayo Clinic score of 100 points (80 points for the clinical and 20 for the radiographic evaluation) (10, 22, 24, 25) .
In Figures 2 to 13 some cases are presented. 
RESULTS
Based on the follow up the of 85 reimplantations performed we obtained the following results: 44 were good, 31 discrete, 5 sufficient and 5 poor.
DISCUSSION
From our experience and from literature, the results for primary or multiple reimplantationsare always less satisfying than those for primary implant. Almost always infact, at an average of 4 years cotyle mobilization in reimplantations is constantly noted, while femoral mobilization is less frequent.
The incidence of intraoperative and postoperative fractures in reimplantation interventions is very high, and in our study the incidence was respective-
